8 months. The patient's patents had consulted local practitioners for the same, but he did not respond well to the treatment provided (no previous medical prescriptions were available). His medical and family history was nonsignificant. There was no associated history of vesicular/bullous eruptions. Physical examination did not reveal any evidence of cutaneous, genital, scalp or nail involvement. Oral examination revealed white interlacing striae (Wickham's striae) extending from commissural to the retromolar region on both sides of the buccal mucosa along the level of the occlusal plane. The lesion on the left buccal mucosa presented with a 2 cm × 3 cm erosive lesion localized in the retromolar region in relation to 37, while a reticular type variant of OLP was evident on the right buccal mucosa presenting with the peculiar slender radiating white striae (Wickham's striae). Area of depapillation interspersed with radiating slender white striae and melanin pigmentation was appreciated on the dorsum of the tongue. The lesion was flat, nontender, nonindurated and nonscrappable on palpation [ Figure 1a -c]. Oral hygiene was fair without any restorations. Asymptomatic deeply carious first molars were seen bilaterally, although both the patient and the parents denied any restorative treatment done in those teeth. Based on the chronicity of the lesions and the characteristic clinical appearance, OLP, oral lichenoid reactions (OLR) and discoid lupus erythematosus (DLE) were considered as the differential diagnosis. OLR was ruled out based on a negative history of drug intake and the clinical absence of any amalgam restorations in the deeply carious teeth. The interlacing radiating white striations in DLE are much finer and subtle in contrast to OLP.
Histopathological features
After unremarkable hematological investigations and obtaining informed and written parent's consent, an incisional biopsy was taken from the perilesional left buccal mucosa region. Histopathology showed typical features of LP, i.e., acanthotic epithelium with dense band-like of lymphocytic infiltration (ruling out OLR in which infiltrates are composed of plasma cells and eosinophils) and irregular saw tooth rete pegs. There were no atypical/dysplastic changes evident histopathologically [ Figure 2a and b].
Treatment
After meticulous oral prophylaxis, the patient was educated and motivated for oral hygiene maintenance. Root canal treatment was done for the deeply carious first molars. Based on histopathological absence of dysplastic features and taking into consideration, the patient's age, steroid mouth rinses (betnesol 0.5 g, swish and spit three to four times daily × 15 days) was prescribed to the patient. The patient was also advised to avoid the consumption of spicy food. The patient was reviewed after 15 days and the lesions showed marked resolution with steroid rinses [ Figure 3a -c]. The patient was then reviewed at an interval of 1-month for consecutive 3 months and did not report any recurrence.
DISCUSSION
OLP is uncommonly encountered in children, i.e., <2%-3% with very few cases documented in the literature. [6] [7] [8] Several studies have reported the mean age of onset being 7.1-8.4 years. The youngest case has been reported in a 3-month-old child. [10] However, the reported earliest age of onset is 2-week old. [11] Handa and Sahoo reported that the lesions appear earlier in boys than in girls with the age of onset being 5-9 years of age. [12] Studies have revealed that erosive OLP in children is exceptionally uncommon. [4] Children usually do not have associated systemic and autoimmune pathologies, medications and dental restorations, and these could possibly contribute for the uncommon occurrence of childhood OLP. Furthermore, most of the childhood OLP are asymptomatic, another possible reason for the misdiagnosis by the practitioner. [13] Most studies on childhood OLP have shown female predilection, although, in some studies, no significant gender predominance was identified. [14] According to previous studies, most of the pediatric patients had reticular OLP. But according to few studies, the most frequent clinical form of OLP was the erosive type which is a rare finding in the pediatric population. [11, 15] The exact etiology remains obscure as the condition is complex and multifactorial. In the majority of cases, the condition may be idiopathic, whereas in others, a range of dental materials and medications may serve as a predisposing factor. Viruses, genetic factors, and lifestyle are the other noteworthy causative agents. [16] In the present case, there was no contributory drug/restoration history; neither there was any associated systemic or family history.
Characteristically bilateral, symmetrical presentation of fine, interlacing reticular pattern is essential for a clinical diagnosis of OLP. A biopsy is helpful not only for the confirmation of the tentative clinical diagnosis but also empowers to rule out cellular atypia and malignant transformation. [17] The patient presented with the classic bilateral symmetrical appearance of OLP. Erosive and reticular lesions were seen on the left and right buccal mucosa and the dorsum of the tongue, respectively, in the patient.
Acanthotic epithelium with dense band of lymphocytic infiltration and irregular saw tooth rete pegs were seen histologically in the present case.
Currently, the treatment protocol aims at minimizing the mucosal inflammation and ulcerations and resolution of the symptoms possibly enhances the disease remission period. [18] Topical corticosteroids are primarily used as the treatment modality for erosive OLP; however, few cases may also require therapy with systemic and intralesional steroids. [1] Low-potency topical steroid application (kenacort 0.1% paste three to four times daily) along with chewable Vitamin C (tablet celine BD daily) was prescribed to our patient and was reviewed after a month.
Childhood OLP usually has a much fairer prognosis and responds well with therapy. This is contrast to in OLP in adults, which usually exhibits chronicity despite rigorous therapy and meticulous exploration of predisposing factors. In general, 0.07%-5% cases of erosive OLP in adults undergo malignant transformation. However, childhood OLP case with malignant transformation has yet not been reported. [19] Table 1 summarizes few reported cases/case series of childhood OLP.
CONCLUSION
Childhood OLP is an extremely uncommon occurrence. Majority of the childhood OLP cases are not reported due to misdiagnosis by the physicians. Any mucosal lesion in children should be referred to the specialist for an early and precise diagnosis and treatment protocol. General childhood OLP usually has a much fairer prognosis and responds well with therapy.
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